T he benefits of returning to work as quickly as is safe and healthy are fairly obvious. Workers resume functioning in expected roles, thereby enhancing their perceptions of being healthy, contributing members of society. For many, the work role is a significant one, and much of their definition of self and socialization takes place there . And , the employer saves money on costs of paid sick time, decreased productivity, and replacement workers. For example, the American Heart Association estimates the cost of lost productivity due to heart disease at $8 billion each" year (American Heart Association, 1993) . One particular form of heart disease, myocardial infarction (MI), is the topic for the studies reviewed in this column.
There are many factors that influence return to work following aMI, and no one study can address them
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all. However, most workers are able to, and do return to work following a MI.
The timing for return to work following a myocardial infarction is typically determined by the employee's physician. However , as the authors of one of the studies reviewed (Dennis, 1988) pointed out, the average time has not changed during the past 15 years, even though many other practices have changed. Typically, hospitalizations are now shorter and return to work is much more rapid following surgical procedures than in the past. Thus, the timing following a MI is most likely based on tradition rather than empirical evidence. Regardless of the timing, occupational health nurses have an important role in planning for and implementing the return to work, whenever it occurs.
In this column, Pravikoff reviews two studies that have implications for occupational health nurses. The first debunks "clinical lore " that suggested that those patients who are overprotected or coddled by family and friends will become "cardiac invalids." Instead , return to work was, in part, predicted by perceptions by patients at 1 month post-MI that they received more support than desired. This result leads to specific suggestions for occupational health nurse activity early in the worker's recuperative period.
It is less clear how another of their results should be translated into practice. They found that the perception of inadequate support at 4 months post-Ml was also predictive of return to work. This clearly requires further study before suggesting changes in practice, but it does affirm the importance of occupational health nurses initiating contact with the worker very soon after the MI.
The second study involved providing advice to patients and their physicians about prognosis, physical capacity, and return to work. These results suggest programs that the occupational health nurse could recommend for the worksite. Just as medical care insurers are requiring second opinions before scheduling procedures, the workplace could require the type of assessment included in the study's intervention to improve decision making about the timing for return to work. Riegel (1992) investi gated the problem of cardiac invalidism and its relationship to overprotection by family and friends. Excessive protectiveness on the part of family, friends, and workplace associates has been thought to lengthen recovery time and prevent return to previous level of functioning, including employment, even when physical capabilities would warrant such return.
In this longitudinal study of 111 patients who had experienced an ini-. tial acute MI, overprotection was determined from the patient's perspective and was defined as being given more support than was wanted by the patient. Cardiac invalidism was operationally defined as a combination of low self esteem, emotional distress, negative health perceptions , and increased interpersonal dependency following the cardiac event. All of these factors were measured by various self report instruments approximately 1 month and again 4 months after discharge from the hospital. Illness severity and functional status were evaluated as well.
The convenience sample was largely male (74%), aged 31 to 91 (mean: =61 years), white (86%), and married. Although the focus of the study was not return to work, a subset of patients-those employed prior to 156 the MI-was discussed. Sixty of the 111 subjects had been working prior to the MI. While demographic information about this subset was not presented, one can logically assume that the major difference between this group and overall sample was in the age range.
Results showed that more than 60% of those initially employed returned to work-either full or part time-by 1 month; almost 90% of the sample returned to work by 4 months. In this study, predictors of return to work at 1 month were younger age, better health perceptions, lower socioeconomic status and, interestingly, perception of overprotection, meaning these patients had received more support than desired. At 4 months, inadequate support was presented as a predictor of return to work.
Findings in this study demonstrated that rather than causing cardiac invalidism, overprotection initially, in fact, seemed to prevent it. Those patients who described themselves as initially overprotected, but for whom this excessive support was gradually withdrawn, actually did better than when this was not the case. What seemed to be important was the balance between the need for and the supply of support, along with the meaning the support had for the individual.
Critique
Major strengths of the study included its longitudinal design, its inclusion of female patients, albeit few, and the interesting combination of psychosocial and physiological variables examined. It revisited the concept of cardiac invalidism, an important outcome in the study of recovery from MI, and demonstrated the need to closely consider timing of provision of support rather than simply the amount of support.
While return to work was not the focus of the study, the information presented about return to work is particularly appropriate for the current discussion. The authors selected well known instruments and clearly presented reliability and validity information on each. This kind of information is always helpful to other researchers who might be interested in using these tools.
The low percentage of female participants was, of course, a weakness of the study. The sample size, however, was fairly typical for studies of this type, and the low percentage of female participants is a common problem in studies of cardiac event s. As has been well documented, women have typically been excluded from much cardiac research.
The concept of support as being either excessive (defined as overprotection) or inadequate resulted in no "middle ground" -there was no category of adequate support . This definition forced extremes for statistical analysis but is logically difficult to accept. It would have been interesting to know who was providing the support-was it equally excessive or inadequate from all sources whether family, friend, or work associate, or were some sources more important than others?
The presentation of the outcome variable, cardiac invalidism, was somewhat confusing as it was represented by its parts rather than as a whole. While it was defined as a composite of four variables, there was no composite score and results were reported only individually for each variable. Interestingly, the most important predictor of cardiac inval-LINKING PRACTICE & RESEARCH idism was patient neuroticism, which was not part of the initial discussion, yet was obviously influential on all of the components. The authors suggest that "health care providers need to be able to identify subtle neurotic tendencies that may warn of poor recovery"-a challenging goal. Those mentioned included moodiness , difficulty with concentration, and varying feelings of energy and sluggishness, but this information provides little concrete guidance for health care providers. An additional point of interest was the finding about socioeconomic class. In much of the literature concerning the return to work of the cardiac patient, higher socioeconomic class, often represented by education or income, is more predictive of return to work (Abbott, 1991; Mark,1992) .
EARLY RETURN TO WORK AFTER UNCOMPLICATED MYOCARDIAL INFARCTION: RESULTS OF A RANDOMIZED TRIAL (Dennis, 1988)
Synopsis Dennis (1988) examined the effectiveness of an occupational work evaluation in decreasing the amount of time to return to work following an uncomplicated MI in 201 employed men. These men were randomly assigned into either a group receiving "usual care," or another receiving the intervention, an occupational work evaluation.
The premise of this study was that perception of one's own health status and perception of the medical advice received from physicians are major factors influencing the length of time it takes for cardiac patients to return to work. According to the authors, physicians' advice has not necessar-MARCH 1995, VOL. 43, NO.3 ily been based on an objective evaluation of physical status, but rather on habit or "subjective judgments." The authors proposed that if both the physician's advice and the patient's perception of his physical status could be influenced by an objective assessment of risk, often less than believed, the length of time to return to work could be positively influenced.
Those patients in the intervention group were evaluated with a standardized symptom limited treadmill test. Advice was given to the patient's primary physician based on results of this test and earlier risk stratification research. Specific assignment of risk of recurrent MI or death within the next year, as well as recommendations about time to return to work, were supplied to these private physicians. Counseling of both patient and spouse and guidelines for resumption of various activities were presented. Follow up questionnaires eliciting information about medical status, occupational status, and health perceptions were mailed to study participants at 1, 3, and 6 months after discharge.
Results showed that those patients receiving the intervention did, in fact, return to work significantly earlier than the usual care group, perceive fewer limitations on their activities, and were more satisfied with their overall health. Most patients returned to the same job; there was no difference in return to work between those performing manual jobs and those performing sedentary or light physical labor.
Primary physicians also were surveyed about their expectations as to timing of their patients' return to work. At the time of hospital discharge, physicians of patients in both the intervention group and the usual care group predicted the time to return to work would be 60 days following acute MI. After the occupational work evaluation, the recommendation for those patients involved in the intervention decreased to 48 days. The recommendation for those in the usual care group remained at 60 days.
Critique
This was a carefully constructed, randomized clinical trial conducted by a group of researchers who, over many years, have built a program of research about rehabilitation of cardiac patients. Its randomization , strict protocol, and follow up lend strength to its findings. The use of objective, standardized testing is also a strength. Unlike many studies in which simply returning to work is the outcome variable, this study included a very specific, measurable definition, complete with what was considered by the researchers to be full time employment.
There were weaknesses, however. The use of only male subjects is not unusual in studies of cardiac patients, but it limits applicability of the findings to female workers/patients. "Usual care," the alternative to the occupational work evaluation, was not defined, and its difference from the intervention are not clear from the information presented. There was no discussion of the instruments used to obtain patients' health perceptions or other data--either what the instruments were or how reliable or valid they were. Additionally, there was only limited discussion of physical requirements of the job, with only a brief mention of comparing manual or sedentary workers and finding no difference in return to work.
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IMPLICATIONS OF BOTH STUDIES FOR PRACTICE
While these research studies may seem to be outside the area of the professional practice of the occupational health nurse, this is not the case. They illustrate the need to peruse the research literature in areas other than one's own because of its potential applicability to practice. Riegel (1992) recommended that health care providers encourage support from families and friends of patients in the early stages after MI. Occupational health nurses can meet this recommendation and function as part of the support network, ensuring that employees realize their importance to the full functioning of the workplace. Occupational health nurses provide the link for the working individual between the workplace and the "ill" place, whether hospital or home. Specific suggestions for the occupational health nurse are: offer encouragement and support by telephoning and/or visiting the worker and maintaining the link to the workplace (develop a weekly reminder system for follow up); encourage coworkers, supervisors, and! or subordinates to maintain contact with the worker; encourage get well cards, telephone calls, and visits; develop a network of individuals to share the responsibility.
Most individuals want to return to work, as work occupies a major part of their lives. Overprotection at the workplace can be caused by igno-rance and fear as well as friendship and concern. Employers may operate from an overprotective position because they fear further cardiac events and their implications for the individual as well as the organization . In the past, and even today, employers may have even resisted return to work by cardiac patients.
The requirements of the Americans With Disabilities Act indicate that this can no longer be the case. The occupational health nurse can encourage the development of early return to work programs, limited duty, and other organizational policies which can assist the MI patient in returning to the workplace. By understanding the physical requirements of the job the patient is required to perform, the occupational health nurse is in a prime position to facilitate readjustment.
The occupational health nurse can encourage the development of and write, organizational policies which include limited or modified duty programs. These programs may involve shortened hours, work from home, or temporary work or space assignments, thus meeting the needs of the individual worker. Unlike other physical problems, assistive devices or redesign of the work area are usually not necessary, but accommodations to save energy can be helpful. Understand the physiological requirements of the job and encourage the worker to share accurate information with the physician to allow more informed advice.
If patients are dependent on their physicians for determination of time to return to work, it is important for adequate and accurate information to be available for that determination. The intervention designed by Dennis (1988) was intended to influence the perceptions of both the physician and patient regarding prognosis and work capacity. Again, the occupational health nurse is in the primary position to assist with provision of accurate information and encourage communication between the patient and the physician.
